Background: A higher incidence of symptomatic lacunar infarction (LI) was confirmed in metropolitan areas. The aim of this study was to determine the prevalence characteristics and early predictors of LI in a population of elderly outpatients in northern China.
Introduction
The clinicopathologic features of lacunar infarct (ie, small, deep ischemic lesions, forming irregular cavities 0.2-20 mm in diameter) have appeared in the medical history in the twentieth century. 1 In such studies, small lacunes or lacunar strokes were usually ascribed to hypertensive small-artery disease (40 to 900 µm in diameter), so this is how it is currently viewed. 2 More recently, however, it has been shown that lacunar infarction (LI) may also result from atheromatous stenosis or occlusion of larger arteries (diameter >0.1mm), such as basilar or middle cerebral artery. [3] [4] [5] Some studies even suggest that small emboli from the heart may also be an important mechanism of LI. 6, 7 Deep brain gray and white matter are typically involved, as well as white matter near cortex. The macrovascular complications of LI are often a consequence of cardiovascular damage and generally carry a worse prognosis than small-artery disease. 5 With increasing longevity, a higher incidence of symptomatic LI(31.4%-43%) was confirmed in metropolitan areas. 8, 9 Pivotal work by Fisher (since 1965) cites 21
variants of lacunar syndrome, based on studies of neurology inpatients. However, very little information, particularly in terms of incidence and clinical characterization, has come from neurology outpatient sources in the villages and towns. The purpose of this study is to explore incidence, clinical features, and early predictors of symptomatic LI in neurology outpatients from a county town and villages in northern China. We identified asymptomatic LI as sharply demarcated hyperintense lesions <20 mm on T2-weighted images with corresponding hypointense lesions with a hyperintense rim on FLAIR. In LI patients, the lesion could not be compatible with the clinical syndromes.
Patients and Methods
One point was awarded when one or more asymptomatic LI were present.
The nonfocal symptoms such as isolated headache or dizziness which can be attributed to the LI, were defined as follow.
Migraine/headache: migraine/headache is a common risk factor for cerebrovascular disease [11] [12] [13] and is a common complaint (with or without aura) in neurologic Dizziness/vertigo is a common cerebrovascular risk factor. [14] [15] [16] It is a posterior circulation symptom, but is also may be reflected a symptom of anterior circulation.
Generally speaking, vertigo differs from dizziness only in terms of severity, but the boundaries here are blurred. hypertension of long duration and high-risk ABCD2 scores were established by logistic regression as independent factors for early prediction of symptomatic LI (Table 3) .
Discussions
The earliest epidemiological data showed a 12%
incidence of LI in the general population. Some limitations of our study are conceded. Instances of unexpected stroke are often routed directly from an ambulance or emergency room to the ICU, especially when the consciousness or motor weakness is involved (not uncommon). 33, 34 This may account for the lower frequency of pure motor LI in our general neurology outpatients.
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